2) The uterus measures 5 in. from the os externum to the fundus, and 33 in. in its greatest transverse diameter. Numerous fibroid nodules of varying size are scattered throughout its substance and are well seen on section. There is also evidence of cystic degeneration in one portion of the section (see fig., p. 93). A larger fibroid outgrowth springs from the lower part of the uterus on the left side. The uterine cavity is occupied by a feetus of about two months' development contained in an amniotic sac. The placental attachment appears to be situated at a lower level than usual, which might have been a predisposing cause to the occurrenice of abortion.
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Microscopical examination of sections from the uterine wall show that the nodules are fibromyomatous with commencing cystic dilatations.
REMARKS.
The operation was deliberately undertaken with the knowledge that the woman was pregnant, for it was felt that owing to the size and relations of the tumours the chances of a successful termination to her pregnancy were remote. It might be urged that the large tumour attached to the uterus should have been removed and the pregnancy permitted to continue. However, I decided against this alternative because of the extensive invasion of the uterus by fibroid nodules and -the probability of an early miscarriage. (June 8, 1916.) Paravaginal Soft Fibroma. By FREDERICK J. MCCANN, F.R.C.S. I HAVE already brought before this Section two examples of para--aginal soft fibroma,' giving reasons for thinking that these tumours originate primarily in the pelvic connective tissue and are quite distinct from tumours of the vagina. I now bring forward a third example. The tumour was removed from a stout single woman, aged 40, who was brought to me complaining of increasing menstrual loss for four years. The interval between the periods was gradually diminishing, so that latterly it only amounted to three days. During this interval a greenish offensive discharge issued from the vagina. On going more minutely into the history it appeared that the blood lost was dark in colour and fcetid in odour. There was no other complaint except occasional constipation and some slight difficulty in micturition. Her general nutrition was good and had been well maintained.
Examination: Abdominal examination did not reveal anything abnormal. Vaginal examination: On introducing the finger it was found that the vaginal canal was obstructed by a soft solid growth bulging the posterior vaginal wall forwards. The bulging was more marked towards the upper segment of the vagina, and in this situation a pool of foetid dark fluid blood had been formed. The cervix uteri could not be reached and bimanual examination was unsatisfactory owing to the obesity of the patient. The vaginal wall was not involved in the growth. Rectal examination proved that the growth was in the recto-vaginal septum and that the rectal wall was free. It was not possible to reach the upper limit of the growth with the examining finger.
Operation: The posterior vaginal wall and perineum were divided in the middle line and the tumour enucleated without much difficulty and with very little blood loss. The incisions in the vaginal wall and perinaeum were sutured except at one spot, where a gauze drain was inserted. Buried catgut sutures were employed to obliterate the cavity left after removal of the tumour. The gauze was removed next day. The wound healed well.
DESCRIPTION. OF SPECIMEN.
The tumour when removed was elongated, soft, and slightly lobulated, possessing a distinct capsule. It was markedly yellow in colour, suggesting the presence of fat. In the hardened state it measured 41 in. in length, 3 in. transversely and 13 in. in thickness.
On section the surface was dense, smooth and glistening. Microscopically it exhibits the structure of a fibroma, with here and there aggregations of cells suggesting a transition towards a sarcoma. Sections stained with Sudan III show the presence of fat in some of the cells, but the amount is not abundant. The yellow colour of the tumour has completely disappeared since its preservation in formalin. Mr. Shattock, who has very kindly examined the specimen, is inclined to regard the growth as a fibrosarcoma on account of the cellular aggregations seen in the sections. tissues, thus rendering their complete extirpation a matter of some difficulty. In the present instance the tumour was encapsuled and was easily shelled out, but in the two other examples recorded by me invasion of the bladder wall in one and the rectal wall in the other increased the difficulty of enucleation.
It is important, however, in attempting their removal, to get down at once to the level of these tumours, for they obtain a rich vascular supply from surrounding vessels, and if this vascular area, be cut into free haemnorrhage will be the result. When the tumours are large it is better to control the main vascular supply before beginning any attempt at enucleation.
DISCUSSION.
Dr. RUSSELL ANDREWS: I have had a somewhat similar case whieji I described at a meeting of the Society several years ago. The patient complained of a bulging of the anterior vaginal wall which had been mistaken for a cystocele, and the operation of cystopexy had been performed by a general surgeon. There was a large semi-fluctuating mass presenting at the vulva I made a longitudinal incision through the vaginal mucous membrane and enucleated a soft cedematous fibroid about the size of a man's fist.
Dr. C. HUBERT ROBERTS: I have also met with a case very similar to that described by Dr. McCann, but (as in Dr. Russell Andrews's case) mine occurred in the anterior vaginal wall. It was really a fibrocellular tumour of the uterovaginal cellular space and not a vaginal fibroid. The patient was aged 47, single, and was admitted to the Hostel of St. Luke, Fitzroy Square, W.,. on November 12, 1912, under the care of Sir Francis Champneys, who removed the tumour. I was then the visiting medical officer. The patient's chief complaint was trouble with micturition for the previous twelve months,I with occasional attacks of retention of urine. On examination, a smooth mass waS found bulging the anterior vaginal wall as high as the fornix, convex in shape and almost occluding the passage mechanically. The cervix could just be felt far up behind this mass. A "cake-like" mass measuring 4 in. by 4 in. and 2 in. vertically could be grasped bimanually. It was firm but not elastic. A bladder sound passed 6 in. in front of the mass. It was removed under anesthesia by incising the anterior vaginal wall and was found to be quite free of the urethra and to occupy the cellular space between the bladder and cervix. It was fairly easily enucleated from its cellular bed and had the appearance of a soft fibroid. It weighed 7 oz. The cavity was plugged with gauze as bleeding was fairly free. The patient did well and has never had any recurrence to date. Sections of the tumour showed it to consist mostly Qf fibrous tissue and not muscle (van Gieson stain). Very few cellular elements were found. It appeared to be an innocent growth and not a sarcoma.
